Introduction: Ever since the time of Edward H. Angle, the effects of upper airway obstruction have been recognized in the field of craniofacial biology. Because of the close relationship between the pharynx and the dentofacial structures, a mutual interaction is expected to occur between the pharyngeal structures and the dentofacial pattern, and therefore justifies orthodontic interest. The purpose of this study was to compare the upper and lower pharyngeal widths and nasopharyngeal area in class I and class II malocclusion patients. Methods: The study sample consisted of 48 subjects of age group 18-26 years, divided into 2 groups : class I(n=24) and class II(n=24).Pharyngeal airways were assessed according to Mc Namara's analysis and Handelman and Osborne method of measuring pharyngeal widths and nasopharyngeal areas. Results: Independent t -test showed a statistically significant difference (p<0.01) in upper aerial width and nasopharyngeal airway area between two groups, showing that in class II cases upper aerial width is narrower and nasopharyngeal area is small when compared to class I cases. Conclusion: Conclusion of the study was that upper aerial width and nasopharyngeal airway area of class II cases were smaller than Class I cases. It was observed that mandibular position with respect to cranial base had an effect on pharyngeal airway.
INTRODUCTION
Ever since the time of Edward H. Angle, the effects of upper airway obstruction have been recognized in the field of craniofacial biology.
1 Clinicians and researchers involved in the treatment of dentofacial deformities have sought to elucidate the determinants of facial morphology. The relationship between upper airways and changes in facial morphology has been extensively debated in the literature and remains controversial. 2 The upper airway space can be described in terms of height, width and depth. It is known that the limiting factor determining respiratory capacity is a reduced cross-sectional air passage area anywhere in the pharyngeal path. 2 The nasopharynx and the oropharynx have significant locations and functions because both of them form a part of the unit in which respiration and deglutition are carried out and they include lymphoid tissue in their structures. 3 Nasal obstruction secondary to hypertrophied inferior turbinates, adenoidal pad hypertrophy, and hypertrophy of the faucial tonsils can cause chronic mouth breathing, loud snoring, obstructive sleep apnoea, excessive daytime sleepiness, and even cor pulmonale. 4 In this situation, a number of postural changes, such as open mandible posture, downward and forward positioning of the tongue, and extension of the head, can take place. If these postural changes continue for a long period, especially during the active growth stage, dentofacial
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of A d v a n c e S t u d i e s disorders at different levels of severity can be seen, together with the inadequate lip structure, long face syndrome, and adenoidal facies. 5 Because of the close relationship between the pharynx and the dentofacial structures, a mutual interaction is expected to occur between the pharyngeal structures and the dentofacial pattern, and therefore justifies orthodontic interest. Craniofacial anomalies, including Maxillary retrusion, mandibular retrognathism, short mandibular body, and backward and downward rotation of the mandible, may lead to reduction of the pharyngeal airway passage. 5 Decreased space between the mandible and the cervical column may lead to changes in posture of the tongue and soft palate posteriorly, may impair respiratory function during the day, and may cause possible nocturnal problems such as snoring, upper airway resistance syndrome, and obstructive sleep apnea.
In many studies carried out on this subject, it has been demonstrated that there is significant relationship between the pharyngeal space and both dentofacial and craniofacial structures at varying degrees. Mergen and Jacobs in a study reported that the midsagittal nasopharyngeal area was significantly greater in subjects with normal occlusion than in those with Class II malocclusion. 6 
Kirjavainen and
Kirjavainen found that children with Class II malocclusion had a narrower oropharynx and hypopharynx than did the controls. 7 However, Freitaset et al did not find a correlation between the upper pharyngeal airway and Class I and Class II malocclusion types. 8 Another subset of studies has also displayed the relationship between the age and nasopharyngeal space (Trenouth and Timms). Thus, it might be considered to be useful that the assessment of the pharyngeal space should be included with the orthodontic diagnosis and treatment planning, as the functional, positional, and structural assessments of the dentofacial pattern are carried out. 9 In view of the need to uncover new evidence to contribute to and assist in addressing this complex issue, this study was carried out by tracing certain reference points and lines combining them with surface area measurement on lateral cephalograms to evaluate the variations in pharyngeal airway spaces in class I and class II malocclusions. 
MATERIALS AND METHODS

METHODOLOGY
For each enrolled subject lateral cephalograms were taken. While recording the lateral cephalograms, patients were placed in the standing position with the FH plane parallel to the floor and the teeth in centric occlusion. The head of the patient was erect. The cephalogram were exposed at the end-expiration phase of the respiration. Subjects were instructed not to move their heads and tongues and not to swallow while cephalogram exposure. All of the cephalograms were recorded with the same exposure parameters and in the same machine. The following cephalometric measurements were recorded to assess the pharyngeal space: 
STATISTICAL ANALYSIS
The intergroup comparison of McNamara's upper pharyngeal width, McNamara's lower pharyngeal width, Upper aerial width, Lower aerial width, Ad area, Air area were performed using 'independent t test'. 8 However, in the current study it was observed that class II subjects had smaller Upper aerial width and nasopharyngeal Air area than class I cases which was statistically significant. This was accordance with the study of Kim et al. (2010) ,in which the mean total airway volume of retrognathic patients was significantly smaller than patients with normal antero-posterior relationship. Grauer et al.
RESULTS
Mean
(2009) also confirmed that airway volume and shape differed among patients with different anteroposterior jaw relationships. However no statistically significant differences in McNamara's upper pharyngeal width, McNamara's lower pharyngeal width, Lower aerial width and Ad area were found which corroborates previous studies. Additional studies are required to clarify this issue because Linder -Aronson and Leighton and Linder-Aronson and Backson suggested that oropharyngeal space appears to be larger than normal when the nasopharyngeal airway is smaller, although they did not evaluate this correlation directly. However in a study by Freitas et al it was concluded that malocclusion type and growth pattern do not influence lower pharyngeal width.
In the current study skeletal discrepancy taking into account the saggital position of maxilla was not acessessed, which might have an effect on nasopharyngeal airway dimensions.
Growth pattern is also assumed to influence the nasopharyngeal and oropharyngeal volumes. The anteroposterior dimension of the airway in hyperdivergent patients is narrower than in normodivergent patients (Joseph et al.,1998; Grauer et al.,2009; Batool et al.,2010) . Therefore further grouping in accordance to growth pattern is required for more relevant results. 
